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SECOND IN A SERIES FROM Upjohn

Diabetes Update: Carbohydrates vs Calories

Cornerstone of therapy It is
universally accepted that dietary

control is the corner-
stone of diabetic

therapy and, with
reduction of excess
weight, may be all
the therapy
required for many

patients. Although it
is frequently difficult to

achieve patient compliance
in a program of dietary control,

newer concepts developed over
the past 10 to 15 years in relation to the

role of carbohydrate in the diabetic meal
plan may encourage greater patient

cooperation.

Carbohydrates or calories:
tracking down the culprit It has been widely
believed that the main goal of dietary therapy of
diabetes is to limit carbohydrate consumption.'
Recent evidence, however, indicates that reduction
of caloric intake to attain ideal body weight is the
most important objective in dietary therapy of
diabetes.2

Weight reduction is important because the
insulin-resistant state of the tissues, particularly the
adipose tissues, of obese patients helps maintain a
state of glucose intolerance.3 Moreover, in the obese
person, skeletal muscle, liver, and heart tissues may
also become relatively insulin-resistant.4

On the other hand, evidence accumulating in
recent years indicates that there is no
need for disproportional carbohydrate
restriction in most diabetic meals 2

Recent investigations, as well as studies
of Asian diabetic populations controlled
with meals containing as much as 70%
carbohydrate, indicate that, under certain
conditions, high-carbohydrate meals
may actually lead to improved glucose
tolerance, increasing the sensitivity of
peripheral tissues to insulin.15 Thus, it has
recently been pointed out that the average
Americans carbohydrate consumption
(about 45% of total calories) appears to be
suitable for most diabetic patients.2

Starch preferred
to simple sugar Starch is preferred to simple
sugars as a carbohydrate source in diabetic meals,
since starch puts less demand on the pancreas than
sugar.3 Adult diabetic patients should be checked
for endogenous hypertriglyceridemia, however,
since increases in dietary carbohydrate may raise
triglyceride levels.2 Nevertheless, control of mild to
moderate diabetes can usually be maintained,
without raising triglyceride levels, on a diet
containing as much as 60% carbohydrate—
providing that sugar is restricted6 In all cases total
caloric intake should be adjusted to the needs of
the patient.

Adjusting "meal plans"
to the patient Dietary strategies differ according
to the two major diabetic patient types:

Insulin-dependent nonobese patients do not
require caloric limitation. Greater frequency of
meals is often desirable and it is important to
maintain day-to-day consistency of intake as well as
consistency of meal timing. Extra food may be
appropriate for unusual exercise. Food should be
used to treat, abort, or prevent hypoglycemia.

Obese patients who do not need insulin, on the
other hand, require meals reduced in calories, but
the other dietary requirements important for
insulin-dependent nonobese patients are usually
not crucial or are inappropriate.1 It is particularly
important, while reducing caloric intake in obese
patients, to provide sufficient calories for lean,
active patients.


